Dr Horder outlines the history of the management of psychological disorders in general practice in the last twenty-five years.
I have chosen the subject of psychological medicine for three reasons. First, I believe it to be a very important part of general practice, a part in which the doctor's responsibility can increase at a time when it is decreasing in such parts as surgery and obstetrics. Second, I believe it to be the most obscure and difficult part of practice, as indeed psychiatry is the most obscure and difficult of medical specialties. Third, I have always found it the most challenging aspect of medicine, perhaps just because it is difficult and obscure, perhaps because our profession has always treated it as a poor relation.
I intend first to examine what changes, if any, there have been in the general practitioner's role in psychological medicine in the last twenty-five years. In doing this I shall point to some of the influences which have affected what he thinks and does in this part of his work. After that I intend to describe his role today as I see it. Finally, I want to renew your interest in two of the many unsolved problems which are to be found here.
Psychological medicine is a very vague term; it means one thing to one person and something quite different to the next. It obviously includes the study of individuals suffering from psychosis, or from neurosis, and the other much less common headings which appear in the International Classification of Disease under 'Psychiatric Disorders'. It also includes psychosomatic disorders; by this I mean any physical symptom or disorder which is caused wholly or partly by emotional disturbance. To stop there would be to cut out the largest group of problems with which the general practitioner must deal, and which can still be considered psychological medicinethe anxieties, the miseries and the psychological gains which accompany so many ordinary physical illnesses and injuries. So far this list has been entirely of the problems of individual patients. But many of the problems which must be included in psychological medicine are problems of relationship between two people. The most important couples are husband and wife or parent and child. Occasionally, there are related problems in every member of the family.
There is one more relationship problem which can be very important for the doctorhis own relationship with his patients. This, of course, cannot be taken for granted, as is obvious when the doctor is confronted with an unusually aggressive or unusually adoring patient. Some patients force the doctor to become aware of his own emotions. The doctor's own reactions are, therefore, another important part of psychological medicine.
My subject, as you see, is wide. It is what the late Sir David Henderson called the other half of medicineand, to my mind, it is still the neglected half.
Changes in the Last Twenty-five Years The choice of time is arbitrary but it coincides roughly with the period since the second world war. In general medicine, it is the era of antibiotics; in psychiatry, the era of new physical treatments; in administration, the era of preparation and establishment of the National Health Service; for myself it is the time since I started to be a medical student.
What, if any, change has there been in the problems which face general practitioners in psychological medicine? Have we had to face an increase in the total number of these problems relative to physical ones? Most of us would say 'yes', but where is the evidence? There are many surveys which try to determine the size of the general practitioner's psychiatric load, but they all date from the last fifteen years. Nothing comparable was attempted in the 1930s or earlier. To make matters more difficult, the recent estimates vary between 5 % and 70 % for the psychiatric proportion of all cases, depending on definitions used and on the interest of the observer in this type of problem (Kessel & Shepherd 1962) .
What, then of surveys that go to the heart of this question and consider the prevalence of psychiatric disorder in entire communities, rather than in the more limited population that consults general practitioners? Once again the evidence is not available. The earliest known survey, that of Rosanoff in the USA, was made in 1916; at least twenty others have been made in several countries since. But their methods vary so greatly that it is impossible to compare their results. They show enormous variations (Taylor & Chave 1964), but the variations depend on the intensity of the search and not on the passage of time. Thus there are no reliable statistics to show that the prevalence of psychiatric disorders has increased in recent years.
But the general practitioner's psychiatric load depends on other factors than absolute prevalence public interest in the subject, the ease with which patients can consult him, the respectability of a psychiatric diagnosis. Each of these factors has changed in a way which increases the loadespecially ease of access since the National Health Service Act. The policy of the 'rotating door' which has resulted from the Mental Health Act of 1959 is another factor, though less important. National Health Insurance sickness certificates showing psychiatric diagnoses must reflect all these factors (Ministry of Pensions and National Insurance 1964) . They are rising slowly and they confirm our own impressions about the load. But perhaps we should remember that ours is not the only age in which we think that we do a lot of psychiatry. Sydenham writing in 1680 thought that 20% of his patients were hysterical. Fifty years later Cheyne (1733) thought 30% of gentlemen of quality were neurotic and wrote a book about them called 'The English Malady.' Changes in Attitudes, Knowledge and Skills I want now to see if there is any evidence of change in the attitudes, knowledge and skills which general practitioners bring to these problems. Henderson (1964) , in his book 'The Evolution of Psychiatry in Scotland,' says of the last fifty years: 'The increasing number of general practitioners with appreciation of the importance of the psychological factor in every form of illness is most encouraging'. Is he right ?
Let us look first at the period between the wars. Dr Stanley Sykes, a general practitioner who wrote 'A Manual of General Medical Practice' in 1927, has a chapter about patients. 'The worst of all', he says, 'are the neurotics who delight in being ill, whose whole universe is full of their ailments, who weep with self-pity when you ask them how they are and take it as a personal insult if you tell them that they are looking better ... No ordinary person has the same flow of selfcentred talk, the air of martyrdom and the astounding fertility of imagination, combined with utter selfishness . . .' About the same time Dr Edwin Bramwell (1923) of Edinburgh described three ways in which he saw general practitioners trying to cure neurotics: some doctors slapped them on the back, some treated their visceroptosis or their dental sepsis, and some constantly tried a series of new drugs.
On the other hand, Curran & Slater (1935) , reviewing 150 letters of referral by general practitioners to the Maudsley Hospital, reported their opinion that the writers had taken great pains with the cases and showed intelligent and sensitive understanding of difficult situations and unhappy lives. However, they found insufficient knowledge of clinical psychiatry.
In searching the literature of the period, I found two articles by general practitioners which pleaded for examination of all illnesses from the psychological angle (Gray 1938 , Marcus 1932 ). Gray even raised the question: Is every illness the neurotic solution of an internal conflict? It seems that there was a wide range of attitude and understanding among general practitioners between the wars, from the outspokenly hostile to the enthusiasts for psychodynamics, whose views would certainly have been anathema to most of their generation.
Is there any evidence that things are different today? Only three years ago one of the medical newspapers carried a front-page article by a practitioner who said that he would never knowingly or willingly take on to his list a new patient suffering from mental disease, subnormality or even psychological illness. I do not think he will have been completely alone in that opinion. Carstairs & Wing (1958) obtained evidence concerning what our patients think of our attitudes and understanding, by studying the letters written to the BBC after television programmes called 'The Hurt Mind'. Most of the 96 letters said that practitioners neither understand nor sympathize with mental illness. They have no time. 'I have been to my doctor, but he just keeps giving me pillsthey are too busy to talk'. Or again: 'A very harassed doctor gave me a brusque interview. He was quite scornful and told me to get a man'.
A group of social workers (Institute of Child Psychology 1965), reporting to the World Federation for Mental Health, were almost equally critical of us for our failure to give sufficient importance to emotional factors, our lack of understanding of human relationships and our failure to call on people who understand better than we do.
A more encouraging picture is presented by Cooper (1964) , in a recent paper from the Maudsley Hospital on general practitioners' attitudes. Studying 149 members of the College of General Practitioners who took part in the morbidity survey organized with the General Register Office (Logan & Cushion 1958), he says: 'Opinions on the management of psychiatric illness . . . were tolerant, enlightened and fairly optimistic. A large majority agreed that the treatment of emotional disorders is a major part of the GP's work and that the training of GPs to deal with neurotic illness is one of the most urgent needs in medicine . . .'
In summary, this evidence about recent years does not give strong support to Henderson's impression that our generation is psychiatrically more enlightened than our predecessors between the wars. In both periods we find a small group of hostile doctors, a small group of particularly interested ones, with the majority of general practitioners somewhere in the ground between those two camps. In a survey of 422 unselected practitioners last year, Dr A Cartwright (personal communication, 1966) found 11 % who expressed a special interest in my subject.
Yet during these twenty-five years there has been a great increase in the amount of psychiatric training received by undergraduates. In the 1930s most medical schools provided eight lecturedemonstrations at a local mental hospital. Some offered a few voluntary lectures on neurosis, with the chance of attendance at an outpatient department (Ministry of Health 1944) . Today, according to a survey in progress but not yet complete, an average of 26 hours is devoted to behavioural sciences in the pre-clinical period, one school giving 90 hours. An average of 108 hours is devoted to psychiatry and psychosomatic medicine in the clinical period, two schools giving 250 hours. There is a period of clerking on psychiatric cases in most schools. All but two have some sort of examination question on the subject, but not necessarily a compulsory one. These figures are derived from a survey being made by the College of General Practitioners (1967) . Replies have so far been received from 22 out of 31 schools.
Psychology and psychiatry are certainly receiving an increasing share in undergraduate medical education. It is surprising that this has so far had so little obvious effect on doctors' attitudes.
The Main Influences Before I end the historical part of this survey, I want to identify the main influences that have been changing the work of those general practitioners who are most interested in this part of medicine. Two stand out.
The first is the physical approach to psychiatry. The creation and success of physical treatments has brought new hope to patients and done much for the morale of those who treat these disorders. This includes general practitioners, especially since electro-convulsive therapy for depressive illnesses has been partly replaced by psychotropic drugs. Nothing has helped more to support the view that in psychiatry we are concerned with episodes of illness as we are in the rest of medicine. They call for specific diagnosis and the doctor can give treatment with fair hope of success. This approach is conveyed to us by many routes, but within the limited field of general practice, no one has done more to promote it than Dr C A H Watts (1966) . His influence has enabled me, for one, to help a number of patients whose wide range of presenting symptoms had a common root in a treatable depressive illness.
The second main influence is the psychodynamic approach to psychiatry dominated by the name of Freud. 'No illnesses; only sick people', but in this case people sick through conflicting emotions, even though the outward symptoms may be bodily and the sufferers unconscious of 14 7 263 the real nature of their trouble. Emotional conflicts arise most commonly between instincts on the one hand (particularly the instincts of sex and aggression) and, on the other, the demands of social and moral living in a civilized society. They may have their roots in early childhood, when the baby first exchanges feelings with its parents. Early family life therefore demands our attention as doctors.
Since each patient is unique, diagnosis must be like biography and is inseparable from treatment; this aims to make patient and doctor together more conscious of the hidden emotional problem, so that a real solution may replace the false one which the patient's symptoms represent.
No one has made a more determined or successful attempt to introduce psychodynamic ideas into general practice than Dr Michael Balint, his wife and those who are now carrying on the work which he started at the Tavistock Clinic (Balint 1964) . Their object is to help practitioners to do their own work better. I am proud to have belonged to the original training group, about which Balint's book was written. My debt to his influence must be obvious at many points. In Balint's view, the general practitioner's special task is the pathology of the whole person. Some patients cannot be cured or even relieved of the symptoms which they present, unless their deeper problems are gently exposed. The technique is by listening and giving time for this. Diagnosis is achieved by doctor and patient together trying to understand the nature of the real problem. This involves the doctor in psychotherapy. Within certain limits, psychotherapy is inevitably the general practitioner's task. He should learn to do it well, partly by becoming more aware of his own emotional reactions to patients.
In his seminars, Balint has developed a method for teaching this skill on the actual cases a general practitioner is dealing with in his practice. Doctors who have taken this training are agreed that it makes their daily work more meaningful and helps them to cope more easily with difficult patients. But it also greatly increases their responsibility. Whether they get better results than other doctors has so far been neither proved nor disproved.
These are the two main influencesthe physical and the psychological approaches. The first helps us more with psychotic patients, the second with neurotics. Both throw light in dark places, but the two do not always fit easily together. The one stresses the illness and its diagnosis, the other the person and his deeper emotional problem. The one demands an active, the other a more passive role of the practitioner. The one centres on physical treatment, the other sometimes sees physical treatment as a barrier which prevents doctor and patient looking at what really matters. The one relieves the patient of responsibility, the other increases it through increasing self-awareness. I -believe that our duty as general practitioners is to understand and use both these approaches for our patients, as far as we feel secure in them, and that we must often use them simultaneously. The most helpful psychiatrists are those who see their subject from more points of view than one. Within our field, we should do the same.
Present Role ofthe General Practitioner in Psychological Medicine
As in the rest of medicine, diagnosis is the first and most important part of our role. But here the first need in diagnosis is detection. I mean the detection of the psychological element in the whole problem brought by the patient. As we have seen, different doctors see widely differing proportions of psychological suffering in their practices. So the first need is for the doctor to recognize that there is a problem of this sort. This is easy if, for instance, a woman comes for help because she feels tense, sleepless and full of fears since the day a man threw himself out of a window into her back garden. No detection is necessary there. But that is not how our patients usually come to us. Most of our psychological problems are wrapped up in a physical disguise. Watts (1966) has a revealing list of 71 presenting symptoms of manic-depressive disease. More than half are physical. This problem of disguise is just as common with anxiety states.
We shall only diagnose certain important psychiatric disorders if we have them at the forefront of our mind. Depressed, even suicidal, patients do not necessarily announce how they feel. One detects them only by having the possibility in mind, reading between the lines of what they say and asking questions.
For those who look there are many pointers: a patient we know welL seems to be different; one who never comes to see us suddenly keeps coming for many different reasons; a simple illness becomes inexplicably prolonged; there is an urgent night call for symptoms that do not seem to merit it. Or there may be little pointers in a consultation: the patient's eyes go moist as he talks; no sooner is one complaint settled than he provides another; he fidgets on the examination couch. These things are there for us to see if our minds are open.
Our first duty is to detect the psychological element in all our cases, where it exists.
Assessment
Our next task is still a diagnostic one. We have to assess the problem we have found. At this stage, if it was a physical problem, we should be aiming for a diagnostic label such as 'heart failure', 'carcinoma of the colon'. Labels are also available in psychological medicine, for instance: endogenous depression, schizophrenia, anxiety state. But as guides to understanding and action, they are less useful than their physical counterparts, chiefly because of the infinite variety of human personality and behaviour. A case of heart failure can be expected to follow certain rules; a case of depression is less predictable; if the case is an anxiety state, the severity, duration, causes and management are very variable indeed. On the other hand, these labels are not entirely valueless and I disagree with those who would throw them to the winds, and would concentrate on the individual and his personal idiosyncrasies. They may, for instance, help us not to miss a suicide risk.
For most of our cases it is more valuable to ask oneself such questions as these: What was going on in this patient's life when these symptoms started? What is this person like? Has he shown signs of being vulnerable before? Is he up against something that would make anyone show signs of strain ?
To obtain answers to questions like these, we need time for listening and skills which most of us have not been taught; for instance, concerning the types of conflicts which commonly cause human beings to suffer. Patients do not always hand us the answer, like the lady doctor who consulted me for urticaria, saying that she developed it every time she looked at the advertisements for jobs in the B.M.J. (She was divided between her need to complete her house-jobs and her desire to start a family). More often they expect us to work in the dark: A Nigerian girl also came to me with an urticarial rash of two days' duration. I questioned her most closely about her diet, her past history, her job, her husband and her child. Nothing seemed to account for the urticaria. A week later our health visitor told me, by chance, that this girl had given her 2-year-old first baby to a foster-mother on the day the urticaria started, because she was in England to study. Treatment So much for diagnosis. Our next most important role is treatment, but as in the rest of medicine, this comes second. If we really want to help our patients, we shall concentrate our greatest efforts on finding out what is troubling them. In psychological medicine this process may take a very long timeeven years. In some cases the attempt proves fruitless. We should attempt it, though, because many cases are easily accessible and not too difficult to help.
In reality, diagnosis and treatment are inseparable. While we are finding out the nature of the problem the patient is also finding out, and this brings him nearer to the point where he may be able either to take action or to accept that which cannot be altered by action. At the same time, he inevitably makes a relationship with the doctor as a person. This relationship of mutual trust and interest is still the most basic and frequent form of help that we doctors can offer all our patients.
We have all been so ingrained, in dealing with physical disorders, with the need to do something; we forget perhaps that with psychological problems our patient's first need is that we should be there. A doctor whom I know has experienced severe physical and mental suffering in the last year. 'The worst thing that can happen if you are depressed', she said, 'is to ring up the doctor and find that he is not there. He does not necessarily have to do something every time.'
'Being there' is the simplest form of psychotherapy. General practitioners use many other forms as well. Our psychotherapy is more important than any other treatment we give our patients with emotional problems. I stress psychotherapy before the use of drugs or the manipulation of a patient's environment for these reasons: it involves the doctor in understanding his patient's particular problem; it involves doctor and patient in a contact which can be fruitful to both; it is appropriate in anxiety states which form the great bulk of our psychiatric cases; it is more difficult than giving drugs and therefore needs stressing more. I doubt if there are any general practitioners who never use drugs in treating these patients. They may use them as placebos or to control the physical effects of emotion, as I gave antihistamines to my two patients with urticaria. They may use sedatives or stimulants for their specific pharmacological actions on the central nervous system. In manic-depressive disease drugs are much more important than psychotherapy; their efficacy as symptomatic relief in episodes of depression or mania is now documented in many well-controlled trials against placebos.
Sedatives are undoubtedly valuable in acute anxiety states, but they should be dispensed with as quickly as possible and should not be a substitute for proper study of the patient's problem.
Chronic anxiety is more difficult. One of my patients has always claimed, misquoting Compton Mackenzie, that he was born two amytals below par. I am forced to believe that a small number of older patients do require prolonged sedation to live a reasonable life. We recently studied with Dr Bernard Adams all the patients in our group practice who take barbiturates (Adams et al. 1966) . We found that 4% of our population at risk were receiving them. The great majority were female and more than half had had them for years, without increasing dosage.
Apart from psychotherapy and drugs, general practitioners use one other approach to treatment; this is the alteration of the patient's environment in order to reduce current strains upon him. We do this in simple ways when we issue a sickness certificate for anxiety states or when we explain to the wife of a depressed patient that her husband is ill and not just failing to try, or when we treat the parents of a child with a behaviour problem. Some would regard-all this as part of psychotherapy, but there is a distinction in that we are treating the patient's situation and not his attitude to it.
Prevention
None of us would question that we should be constantly attempting to replace diagnosis and treatment by prevention. But is prevention possible in the field we are discussing?
The classical example of primary prevention in medicine is inoculation against diphtheria. In psychiatry such clear-cut intervention is provable only for rare disorders such as congenital syphilis, hypothyroidism, phenylketonuria. Once or twice in our lifetime we might be able to prevent lifelong psychiatric disability in a child from these causes. But what can we do in the primary prevention of the really common disorders, the neuroses?
If we accept the theory that neurosis has its roots in childhood and that it can be prevented in later life through the provision of a secure, stable, loving fa,mily setting at the start, then general practitioners do have opportunities for primary prevention. We are sometimes asked, as I was recently, about the wisdom of starting a family when a marriage is unhappy. If we do obstetrics, we may be offered the emotional as well as the physical symptoms of the pregnant woman. We have chances to see the relation between mother and infant in feeding. We see young parents adjusting to their new role; we are asked to advise about the behaviour problems of young children. We may have to decide whether or not to send a young child to hospital, separating it from its mother. These are all situations in which we can do, or fail to do, something to help young parents provide a secure and loving family background, and where later patterns of reaction are being laid down in the child. If this theory of the cause of neurosis stands the test of time, it seems clear we have opportunities for primary prevention, provided that our eyes are open and we understand what is needed. The more closely we work with midwives and health visitors, the more we shall learn to observe and to intervene at the right point.
Turning to secondary preventionstopping or limiting disorders through early treatmentwe are on firmer and more familiar ground. We can do this now for episodes of depressive illness, by using the right drugs at the right time. But even more commonlyperhaps more than once a daywe see anxious people with physical symptoms for which there is no primary physical cause. How we handle them may decide whether they recover quickly or embark on a long career of invalidism. We all have seen middle-aged women, dissatisfied and unhappy, who have gone from doctor to doctor and had unnecessary investigations, treatments, even operations because some general practitioner lacked either theperception or the courage to seewhatwas happening and protect them from themselves and from other doctors. How comes it that so many patients from other European countries seek treatment for liver disease or low blood-pressure? Surely these are people who once went to a doctor when they were anxious or unhappy and came away believing in a mythical illness which excused them and the doctor from facing hard facts. Unfortunately, the cost in invalidism is sometimes high. When we find pointers to psychological disturbance we must follow them up. There are very few patients who will not be grateful to us for at least trying to reach their real problem. A few there are nevertheless, who can-be made worse. The strength of a patient's resistance is one pointer to caution, but this matter needs great clinical judgment. With some patients we might remember the advice of Frederick the Great of Prussia, though he was no psychotherapist: 'Even if I had a fist full of truths, I would think twice before opening it.' Unsolved Difficulties It seems to me that the two most important difficulties about the role I have been describing are, first, time, and second, training. Time For the psychiatrist time is an essential tool, especially when dealing with patients with neurosis. In the same way, I believe that a general practitioner can achieve more for some of these patients in one or two interviews of half an hour or even longer than in a sequence of very short interviews. Longer interviews are possible with an appointment system (Hopkins 1958) . The more interested the doctor is in a problem, the more he will want to give time to it. Kessel (1960) has shown that for patients with conspicuous psychiatric disability the annual frequency of consultation is higher than average; this is confirmed by Taylor & Chave (1964) . Some chronic patients are liable to become dependent on their regular visit to the doctor. What is more, they refer their friends if they find the doctor sympathetic to this type of case and their friends often bring similar problems. Taylor & Chave, among others, have shown that for every patient who consults a general practitioner for psychiatric reasons, there are 7 others in the community who have nervous symptoms but do not consult a doctor. Kessel (1964) has estimated that if every general practitioner gave half an hour once a month to every neurotic patient on his list, he would occupy four hours each working day with these patients alone; inevitably his other patients would suffer.
Lack of time is therefore a major problem for the general practitioner, especially if he is interested, and especially in the treatment of neurotics, who are numerically the largest group of his psychiatric patients and the ones most likely to benefit from longer interviews. The problem cannot be solved by referral to psychiatrists because there are not enough of them, even though they have increased by 60% in the last ten years. They are already so loaded that most cannot afford to see patients more frequently or for longer than we can. Yet at present they see only 1 in 10 of our psychiatric cases (Kessel 1960 , Taylor & Chave 1964 . Nor is it certain that an increase in psychiatrists would lessen the general practitioner's load. Cooper (1964) has shown that in regions where psychiatric facilities are more abundant, the local general practitioners are more likely to make more psychiatric diagnoses.
The attachment of psychiatric social workers to general practices is out of the question because they are far too few. The supply of medical social workers is little better. However, there may be enough social workers with a two-year 'Younghusband type' training for some of them to be attached. They should be capable of dealing with certain cases, especially as some were already working as mental welfare officers before their training. Whether attached health visitors and district nurses can help to some extent is more disputable. In principle, their training has not in the past suited them for this role, but there are certainly some who have a natural aptitude and might do it, provided they are adequately covered by the doctor.
The main solution for the general practitioner must continue to be in selecting cases to which he can best give his own time, and deciding which cases are best referred. Confining attention to patients with neurosis, we should try to give time to the cases most within our capacitythose who present with physical symptoms, since they are our special province; those whose symptoms started recently; those who are over-reacting to normal life-stresses like puberty, bereavement or retirement; those with less severe symptoms, and those who have never sought help before for this sort of trouble. We should avoid giving too much time to chronic dependent patients.
Ideally we should refer to psychiatrists those neurotic patients who are most likely to benefit from formal psychotherapy, if it is available. Desire for this type of help, willingness to develop insight, intelligence, youth, would all encourage me to refer a case, especially where a past history of neurotic difficulties discouraged me from an ambitious effort on my own, or where my own effort had failed. But in practice we inevitably do what is not idealrefer cases that we find too burdensome, even though we know that they are unlikelytorespondtopsychiatric treatment (Kessel 1963 , Rawnsley & Loudon 1962 . Our colleagues will have to go on forgiving us. The solutions I have suggested do not fully meet the difficulty of time, but no better ones have come to my attention.
By no means do all our psychological cases require longer or more frequent consultations than average. One can deal quickly, for instance, with some patients who need a simple physical examination, to exclude an illness which they fear but do not have, or a patient with recurrent depression whom one has seen before and who needs a familiar prescription and encouragement. My partner, Dr M Modell, had a classic example of a quick consultation: a woman came for the first time, sat down, began to cry, did so for four minutes, said 'Thank you, doctor, you have helped me a lot' -and left.
Training
The second big difficulty is training. Psychological medicine is par excellence the subject in which young general practitioners feel ignorant and unsure of themselves. We cannot expect them to have full training in the undergraduate period. There is too much to be learned, the topics demand a certain maturity and they do not become real until the doctor is actually faced with them in his own patients. From the undergraduate period we ought not to ask for more than some knowledge of normal behaviour and the ways in which emotional disturbance produces ill-health, a willingness to look at the psychological factors in every case, a technique for eliciting them and a tolerant attitude. To ensure this a sufficient period of clerking on patients with common psychiatric disorders and a compulsory examination question seem essential, but things will not be right until this aspect is given its proper value by all teachers so that students can discuss it in relation to any of their cases. Psychological medicine ought to have the same status as medicine, surgery and obstetrics in medical curricula.
We must look to the early postgraduate period for the bulk of the general practitioner's training. The College of General Practitioners (1965) has proposed a five-year overall training programme from the time of qualification, part in hospital, part in practice. It looks as if a four-year period will be accepted as a practical proposition for the immediate future when we have to face a shortage of doctors. This period, and the first years when a doctor has settled in practice, seem to me the ideal time for training in the subjects I am discussing. It must be available in centres within a trainee's reach-district hospitals and local psychiatric hospitals as well as university teaching hospitals, but above all in teaching practices.
What does the young practitioner need to learn? He needs some theoretical knowledge, but he chiefly needs help in relating this to sick peoplea matter of practical skill and attitude. On the theoretical side he needs understanding, for instance, about normal emotional development of children or the effect of emotions on physical functions. He needs to know about disorders which are common in practicehow people react to physical illnesses or to stressful events of life such as puberty or bereavement; about marital and sexual difficulties; about behaviour disorders of children and adolescents; about the early recognition of neurosis and psychosis, particularly of depression. He needs to be taught about different sorts of personalities. All this will help him to understand his patients' problems. Coming to the practical aspects: he needs further help in the technique of eliciting and evaluating symptoms; he needs to learn more about treatmentthe proper use and the dangers of psychotropic drugs, the range and possibilities of the social and psychiatric services.
I have left psychotherapy till last, because it is the most difficult matter. The most important things to learn seem to me: awareness and acceptance of the emotional factors in every case where they are important; a willingness to listen to what the patient wants to say as far as time permits; interest in him as a person, dealing with him usually as an equal but sometimes with authority, helping him to understand and to solve his own problem, being prepared to share with him a situation where no solution is possible. Perhaps the young doctor must also learn that he will often find himself being treated as a character from the patient's past-as father or mother, in particular.
How are these things to be taught in the early postgraduate period? Some young doctors will have done senior house appointments in psychiatric hospitals; this is recommended in the programme set out by the College of General Practitioners. I am sure that much of the theoretical knowledge can be taught in lectures or case demonstrations on courses. We already see this happening in the 'Early Years' courses at the College or the extended courses at Canterbury (Lipscomb 1966) and Winchester. Much can be taught in case discussions between trainer and trainee, provided the trainer himself has an interest and especially if he has regular discussions on the trainee's own cases.
For the practical skills of dealing with people, and especially with people who have neurotic difficulties of relating to other people, the seminar method is now accepted as the ideal one. As developed by Balint (1964) and his colleagues it helps a doctor to see things he failed to see before and to use himself more effectively. The method is already adopted in a number of other centres than London and in several other countries. But it takes timeone session a week for two or three years. Only a minority of practitioners undertake it and a proportion even of these cannot tolerate it. Only a minority of psychiatrists are suited to be leaders of such groups.
Another method which is being tried in a small number of practices, including my own group, is a regular visit of a psychiatrist to the surgery as consultant to discuss patients whom the practitioner is treating himself. We have been fortunate to have visits from Dr Alexis Brook of the Cassel Hospital (Brook 1967). Although I believe that all general practitioners need special vocational training and that they need it particularly in the psychological aspects of their job, we can do no more at present than offer it and provide incentives. In this subject particularly, young doctors will seek training to very variable extents, because there is so wide a variation in interest and emotional tolerance. But surely we can expect the number of interested doctors to increase, now that psychiatrists have so much greater influence on undergraduate education in most schools.
This discussion of training must end with a question: If we give better training, is it possible that we shall intensify the problem of shortage of time?
Conclusion I have tried in this lecture to put on to a very broad canvas some of the things I have learnt from psychiatrists, my fellow general practitioners and my own patients. I should like to name all those to whom I am indebted but it would be a long list, and to select would be invidious. I realize that I have had to leave out much that is importantparticularly any discussion of the psychiatric services as general practitioners see them.
In putting these ideas together I have had periods of doubt. Could it be that those of us who are interested in psychological medicine create problems where they did not exist? Do we sometimes harm our patients? After all, the healthiest people are those who think least about health. If we try to help people to understand their own problems better, are we making them more health-conscious and therefore less healthy? There is a little verse about a centipede: 'A centipede was happy quite, Until a toad in fun Said, "Pray which leg moves after which?" This raised his doubts to such a pitch, He fell exhausted in the ditch Not knowing how to run.' But these doubts are brief. Patients with psychological troubles come to us for our help we do not create their problems. At least four million people consult their general practitioners in this country each year for obvious psychiatric disorders alone. Their suffering may be just as great and is often more prolonged than that of patients with organic troubles. Indeed on the occasions when I have asked patients who have experienced both psychiatric and organic illnesses which they found worse, they have invariably answered 'the psychiatric'. Many of these patients come to us because they have physical symptoms and believe that their trouble has a physical cause. A smaller number come because they know they are unhappy, but nevertheless consider this to be the general practitioner's concern. I too believe that doctors must be concerned with unhappiness and that it is inextricably bound up with ill-health. There is no question of passing all such problems to psychiatrists because they are too few in number and will continue to be so in the foreseeable future. But even supposing psychiatrists were ten times more numerous, I still believe that many of these problems would best be managed by doctors with a less specialized training (WHO 1962). So we general practitioners will continue to deal with this part of medicine. It is a part full of uncertainties by comparison with the rest. There is an enormous field for study and general practice is a setting in which it can be made. In the meantime we should make as full a diagnosis as we can in our cases, but be modest in our treatment aims. Cure is seldom possible, but there are few patients whom we cannot help at all. We should offer relief in any way we can; physical, environmental, psychotherapeutic. Our aim might be, as a patient of mine said of Dr T A Ross who had greatly helped him thirty years ago: 'He used his knowledge and skill to enrich his innate common sense'. But let us not trust common sense alone.
As for ourselves -Cartwright (1966, personal communication) has shOwn recently that general practitioners who express an interest in this part of medicine are those who complain least about trivial consultations. They are among those who show the highest rate of satisfaction with their work (D Craddock 1963, personal communication) . In an age of specialization this is one of the aspects of medicine which best justifies our survival as generalists, involving as it does whole patients and sometimes whole families.
People are the central focus and interest of general practice. People have been the theme of my lecture. It is of the greatest importance for the future that people in all their endless variety should remain a central interest for those who will give primary medical care.
